Unscheduled re-attendances of patients to the A&E Department were examined over 50 days. A re-attendance rate of 1.9 per 100 new patients was found. Of 102 return visits, only 35 resulted in no change in the diagnosis or treatment. Common faults in the initial consultation were failure to explain the condition and prognosis adequately and failure to provide adequate analgesia. Review of patients reattending unexpectedly by a more senior member of staff is a means of identifying faults in management and advising and educating junior staff.
INTRODUCTION
Audit of unanticipated return visits provides a means of assessing the quality of care in an A&E department. There have been two recent studies of this problem, from the United States (Vertovec et al., 1990) and a recent study from the Leicester Royal Infirmary (Bodiwala & O'Dwyer, 1991) . The latter study found that many patients re-attending did not require further hospital treatment and concluded that many of these patients could equally well have been treated by their General Practitioners (GPs). We performed a study of patients re-attending the West Middlesex Accident Department to analyse the hypothesis that when a patient re-attends shortly after an initial visit, there is an implied failure of the initial consultation to diagnose, treat or explain the initial complaint adequately. A Audit of return visits to A&E 355 misdiagnosed as having epididymitis and urinary tract infection respectively did not have this confirmed by urine microscopy. Of the remaining 18 re-attendances, five had different diagnoses made which did not lead to a change of management. Five patients had additional diagnoses made which were related to their initial complaint. The most serious was a 93-year-old lady who re-attended twice before a pubis ramus fracture was diagnosed. She initially presented with a head injury following a fall. There were three more minor cases of patients re-attending with injuries undetected due to failure to extend the history and examination beyond the presenting complaint. The remainder of this group consisted of patients whose complaint on re-attendance turned out to be unrelated to their first, e.g. a child who swallowed a coin and returned 2 weeks later with gastroenteritis.
The final and smallest category (Group D) is of patients whose disease progressed despite reasonable initial management. Four of these were cases of mild asthma where management followed the British Thoracic Society (Brewis, 1990 a&b) guidelines except that in two cases the timing of post-nebuliser peak flows was not documented indicating possible under-treatment. One asthmatic was admitted but did not receive intravenous therapy and there were four other admissions with viral bronchiolitis, biliary colic, threatened abortion and tension headaches following an overdose.
We looked at the nine patients who re-attended more than once to see whether routine review of attendances by a registrar or consultant may have prevented morbidity. Five of them did receive an opinion from the appropriate on-call registrar or the A&E registrar or consultant. Of the remainder, two patients may have benefitted from a more senior opinion -one with grand mal seizures and the elderly lady with a missed pubic ramus fracture.
The mean time from initial presentation to unanticipated re-attendance was 8 days. The longest period was 92 days with a soft tissue injury to the hand.
A total of 47%/o of unexpected revisits were instigated by the patient. Thirty-five per cent had been told, at their first attendance, to return if their condition worsened, recurred or did not improve and 18% were referred by their GP. There were no deaths.
CONCLUSION
The unscheduled re-attendance rate of 1.9 per 100 new patients compares with the rate of 0.72% for the American study (Vertovec et al., 1990) which only looked at patients re-attending within 48h of the initial visit. The Leicester study (Bodiwala & O'Dwyer, 1991) found the rate of 2.9% re-attendances. The re-attendance rates of patients in an urban area may underestimate patient dissatisfaction since it is a simple matter to seek a second opinion from a different A&E Department.
In 34% of unexpected reattendances there was no change in diagnosis or management and no worsening of the patient's condition. The majority of these could have been prevented had more time been spent in explaining the diagnosis, prognosis and appropriate further treatment to the patient.
The major area of potential improvement is in providing adequate analgesia for soft tissue and bony injuries; this would have prevented a third of the reattendances due to inadequate treatment despite a correct diagnosis. Approximately 20% of unscheduled re-attendances had different or additional diagnosis made. This figure is similar to that found in the Leicester study if allowances are made for their greater number of overall re-attendances. This group accounts for the greatest avoidable morbidity. In only one of these cases, and in one other case did failure to obtain a more senior opinion contribute to morbidity. However, as a result of this audit we have introduced a policy whereby all patients unexpectedly re-attending are reviewed by the A&E consultant or registrar with a view to identifying any deficiencies in initial management and advising the casualty officers accordingly.
Audit needs to be self-critical if it is to be useful. This study shows that when a patient attends an A&E Department a second time for the same complaint, then in the majority of cases (about 80%) it is appropriate to attribute the re-attendance to deficiencies in the initial consultation.
